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sufficient quantity.
• Rehabilitation should draw upon

lead to poor outcome.
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Stroke Network

activity and these can provide a
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Article
Stroke Research at the
University of Central Lancashire
Professor Caroline Watkins
Professor Watkins leads a multidisciplinary team of researchers at the University of Central Lancashire with
a large portfolio of clinically relevant research, and contributes to stroke service development at a local,
national and international level.
The Clinical Practice Research Unit (CPRU) at the

al., 2013). The RESPONSE (Rapid Emergency Stroke

University of Central Lancashire (UCLAN) is the only

Pathways: Organised Systems and Education) and

nurse led stroke research unit in the UK. This

ESCORTT (Emergency Stroke Calls: Obtaining Rapid

experienced multidisciplinary team of researchers

Telephone Triage) projects, conducted by the CPRU

focuses on research to increase the evidence-base for

team, aimed to facilitate recognition of stroke by

stroke care and to facilitate implementation of

emergency health services staff using stroke-specific

research evidence into practice. The extensive portfolio

training packages (Jones et al., 2011; Watkins et al.,

of primary and secondary research spans five areas in

2013).

stroke care: Pre-hospital care, Education/work force
development, Acute care, Rehabilitation and Long-

These projects concluded that:

term care (PEARL). This article provides examples of
some of the research in the field of stroke care and its

• If stroke is suspected, use of the word stroke by the
public during the call to the Emergency Medical

impact on stroke practice.

Services (EMS) should increase the likelihood that

Pre-hospital care

an immediate and appropriate response is initiated.

Stroke is a time-dependent medical emergency in

• Callers tend to describe symptoms indirectly in

which early presentation to specialist care reduces

terms of loss of function (e.g. unable to grip, cannot

death and dependency (European Stroke Organisation

stand) rather than describing symptoms such as

(ESO) Executive Committee and the ESO Writing

weakness. EMSs should therefore be made more

Committee, 2008). After the onset of stroke

aware of the terminology used by callers describing

symptoms, disability and death can be prevented in a

suspected stroke and should probe for specific

large proportion of survivors, by ensuring immediate

symptoms when stroke is suspected.

access to effective specialist assessment and

4

treatment (National Audit Office, 2005). Progress on

People who contact the EMS about non-stroke

improving pathways of care in acute stroke has

conditions rarely say stroke, or ‘FAST’ items (words

included research on raising public awareness of stroke

more frequently used when people contact the EMS

to ensure that people seek emergency medical advice

about stroke). The RESPONSE training package has

promptly, (Jones et al., 2009; Gibson & Watkins, 2012)

been endorsed by the UK Stroke Forum Education and

and research and development on the skills and

Training, and is free to access on-line by emailing

practice of emergency medical services (Watkins et

sjones10@uclan.ac.uk for a user name and password.
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Professor of Stroke and Older People's Care,
School of Health Director of Research and
Director of Lancashire Clinical Trials Unit
University of Central Lancashire

A further project, the
ASTUTE (Acute Stroke
Telemedicine: Utility,
Training and Evaluation)
explored the use of
telemedicine in acute
stroke (Gibson et al.,
2012) and also led to the
development of a toolkit
for telemedicine stroke
systems, which is available
also online
(http://www.astutetelestroke.org.uk/).

Education and
workforce
development
A third of people suffering
a stroke are left with a
long-term disability
(National Audit Office
2005). Stroke patients
have a better chance of
survival, and increased
independence, if they are
treated in a specialist
stroke unit by staff with
up-to-date stroke-specific
knowledge and skills
(Stroke Unit Trialists'
Collaboration 1997). The
aim of the Department of
Health National Stroke
Strategy was to ensure
that high quality stroke care would be provided by

and it sets out the knowledge and skills that are

people with knowledge and skills appropriate for their

needed by staff working in different roles and levels on

role on the stroke care pathway (Department of

the stroke care pathway. The SSEF has formed the

Health, 2007). Development of the Stroke-

basis of a web-based system which will ensure

Specific Education Framework (SSEF), was the

continuing professional development for staff working

first step in ensuring the realisation of this aim

in stroke care (http://www.stroke-education.org.uk/).

(Watkins et al., 2012). The SSEF was launched in 2009

...continued on next page
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Article
Acute care

Urinary incontinence is one such impairment that has
been the focus of research. Urinary incontinence is

A stroke happens when blood flow to the brain is

common after stroke and can be a cause of distress

blocked by a blood clot (ischaemic stroke) or because

and embarrassment for patients, and their carers. It

of a bleed from a blood vessel in the brain

may impact on rehabilitation as well as returning home,

(haemorrhagic stroke). When the stroke has been

leisure activities, work, and social life. It is estimated

caused by a clot, the amount of brain affected is

that urinary incontinence affects between 40% and

determined by the size and site of the artery and also

60% of people in hospital surviving a stroke (Barrett,

by how well the brain can restore blood flow to the

2002). Despite the availability of clinical guidelines for

damaged area (Donnan et al., 2008). It is possible that

incontinence, they are often poorly implemented in

restoring blood flow to the damaged area could

stroke rehabilitation units.

enhance brain recovery and therefore reduce the level
of disability acquired as a result of a stroke. One

The ICONS (Identifying Incontinence OptioNs after

simple way of restoring this blood flow to the brain in

Stroke) study has developed and tested the feasibility

the acute phase could be to lay stroke survivors flat.

of implementing a systematic voiding programme to

Conversely for patients that have suffered a stroke

promote urinary continence (Thomas et al., 2011). In

because of a bleed in the brain, sitting upright could

some hospitals, the programme was tested on its own,

enhance recovery (Butler, Xing & Hughson, 1990).

while in others additional support to implement the
programme was provided. By its very nature this trial

At present no robust evidence supports either theory

did not set out to establish effectiveness, however

or policy, and it is possible that risks, such as

there were suggestions that the intervention may be

aspiration for example, may outweigh the potential

effective in patients with urge and stress incontinence,

benefits. As a result different policies exist in different

and this would warrant testing in a definitive trial. The

countries. In the UK stroke survivors will be sitting

findings of this study will therefore inform a full-scale

upright in the first 24 hours after stroke whereas in

cluster randomised trial to test urinary incontinence

Switzerland stroke survivors will lie flat. HeadPoST

assessment and treatment interventions.

(Head Positioning after Stroke) is an international
multicentre cluster randomised controlled trial that has

Upper limb impairment after stroke is the focus of a

been designed to resolve this uncertainty. The trial is

second rehabilitation project currently ongoing within

led by Professor Craig Anderson, University of Sydney

the CPRU. PRACTISE (Promoting Recovery of the

and in the UK by Professor Caroline Watkins and the

Arm: Clinical Tools for Intensive Stroke Exercise) aims

Lancashire Clinical Trials Unit. The trial has not yet

to increase the intensity of exercise that stroke

reported but will provide reliable evidence for different

survivors do during their time in the rehabilitation unit

head positions in order to establish policy

to maximise recovery of the arm and hand after stroke.

recommendations for the optimum position of a

More details can be found on the project website

patient’s head in the acute phase of ischaemic stroke

(www.practiseproject.com).

and intracerebral haemorrhage. Full details on the trial
protocol can be found on the Clinical Trials Registry

Long-term care

(http://clinicaltrials.gov/show/NCT01706094).
Although physical impairments after stroke are usually

Rehabilitation

evident, stroke survivors also experience a range of
social and psychological issues. An ongoing

6

Stroke rehabilitation aims to address a wide range of

programme of research has been focusing on ways to

impairments that people experience following a stroke.

improve the recognition and treatment of post-stroke
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psychological problems. The Motivational Interviewing

communication skills. Further work has explored the

(MI) trial was the first, and one of only a few studies to

potential economic benefits of psychological support

show a positive impact of a talk-based psychological

after stroke

intervention following a stroke (Watkins et al., 2011).

(http://webarchive.nationalarchives.gov.uk/20130221

This trial found there to be a significant benefit of MI

101407/http://www.improvement.nhs.uk/documents

over usual stroke care for both mood and mortality and

/Economic_Model.pdf). The psychological-based

these findings suggest that psychological intervention

research has contributed to improvements in the

is an important, yet still underdeveloped, component of

recognition of psychological distress, timely initiation

long-term care after stroke.

of psychological support, an economic model, and has

National competences have also been developed to

Guideline for Stroke (Intercollegiate Stroke Working

underpin the training on the recognition, screening and

Party, 2012).

underpinned recommendations in the National Clinical

Professor Caroline Watkins

management of psychological problems and enhancing

Barrett, JA. (2002) Bladder and bowel problems after
stroke, Reviews in Clinical Gerontology, 12, 253-267.

management: an on-line course, Journal of Paramedic
Practice, 3, 6, 322-327.

Butler, G, Xing, H & Hughson, R. (1990) Cardiovascular
response to 4 hours of 6 degrees head-down tilt or of 30
degrees head-up tilt bed rest, Aviation, Space, and
Environmental Medicine, 61, 3, 240-246.

National Audit Office. (2005) Damage Reducing Brain:
Faster access to better stroke care, The Stationery Office,
London.

Department of Health. (2007) National Stroke Strategy,
Department of Health, London.
Donnan, GA, Fisher, M, Macleod, M, Davis, SM. (2008)
Stroke, Lancet, 371, 1612-1623.
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management of ischaemic stroke and transient ischaemic
attack 2008, Cerebrovascular Diseases, 25, 5, 457-507.
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Chris Larkin
Regional Head of Operations at the
Stroke Association in the North West

Science and art comes together
to raise awareness of stroke
The Stroke Association and The University of Manchester challenge misconceptions about stroke with
Science Stroke Art 2014
Chris is the North West regional Head of Operations for the Stroke Association. Chris joined the Stroke Association four
years ago having spent three years working in retail management and prior to that in the NHS as a physiotherapist. Chris’s
role involves working in partnership with the NHS and social care across the region to improve support for stroke survivors,
their families and carers. He is passionate about how creativity and the arts can be used to improve life after stroke.
With around 1.2 million stroke survivors
in the UK today living with the impact of
stroke, the Stroke Association joined
forces with The University of Manchester
during Action on Stroke Month in May
2014, to raise awareness of the
devastating condition and to challenge
common misconceptions. The ‘Action on
Stroke Month,’ is a Stroke Association
initiative to raise awareness of stroke,
reach out to stroke survivors and
celebrate the lives and achievements of
stroke survivors.
The result of the collaboration was a
series of innovative events including
Science Stroke Art 2014. This comprised
a series of public engagement and
awareness events run by staff and
students from the University and the
Stroke Association, in partnership with a
number of cultural organisations across
Manchester. Key to the success was
ensuring that stroke survivors and their
stories were central to all of the events.
The series launched on 1st May, when an
audience of more than 200 people from
across Manchester gathered at
Manchester Town Hall. It was hosted by
television’s ‘This Morning’ resident
doctor, Dr. Chris Steele and featured
music, poetry and visual art with short
talks about stroke research and the latest
in stroke treatment from a panel of
speakers.
Professor Dame Nancy Rothwell,
President and Vice-Chancellor of The
University of Manchester and a worldrenowned expert on stroke, discussed
the work of scientists at the University,
while Professor Tony Rudd CBE, National
Clinical Director for Stroke, NHS
England, debated the changing face of
stroke medicine. Poet Mike Garry
discussed his personal experience of
stroke, after his father had a stroke when
Mike was just five years old, and three
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stroke survivors also shared their own
inspirational stories of life after stroke.
The remainder of the programme
involved interactive talks, music, theatre
and live demonstrations, each designed

Professor Dame Nancy Rothwell
said: “Bringing science and art
together to look at stroke is an
approach which fascinates me.
As a scientist, I am always keen
to discuss the scientific advances
we are making, many here in the
North West, to tackle stroke. But
what’s also really important is to
hear from stroke survivors and
their relatives and to discover
how, often through art, life
continues. Science Stroke Art
2014 was created to raise
awareness of all the important
work being done here in the
North West to battle against,
cope with and where possible
overcome stroke.”
to capture the public’s imagination.
Cultural organisations including the
Contact Theatre, Manchester Museum,
the Museum of Science & Industry and
the John Rylands Library hosted
interactive events to raise awareness of
stroke.
Events included a human library and
story-telling session with stroke

summer/autumn 2014

Chris Larkin,
Regional Head of Operations
from the Stroke Association said:
“With around 152,000 people
having a stroke each year in the
UK, stroke remains an important
health issue that we must tackle.
Although stroke is one of the
greatest health challenges of our
time - it is the third single largest
cause of death in the UK - it
doesn’t get the attention or
funding it deserves. Science
Stroke Art 2014 aimed to help
overcome this challenge by
raising awareness of stroke
through an engaging programme
of events. We were thrilled to
work in partnership with leading
researchers from The University
of Manchester, one of the
country’s major research
institutions. Research is vital to
help prevent strokes and ensure
that people recover well after
stroke.”

survivors, a theatrical performance by
stroke survivor Peggy Shaw, and a
workshop to help demonstrate the
impact of stroke on the brain.
For more information about stroke,
call the Helpline on 0303 30 33
100 or visit www.stroke.org.uk

Industry

Neil Hobson
Clinical Director
MeoMed

Supporting adoption of innovation
An electronic consulting system to help diagnose cardiac conditions has secured
NHS England Regional Innovation Funds to analyse its efficiency and impacts for
patients.
MeoMed has developed a product
called Medical Efficiencies Online
(MEO), an e-consulting system
which allows GPs to submit
electrocardiogram reports through a
secure IT portal. A team of
consultant cardiologists can then
access the data and make their
recommendations reducing referrals
to cardiology departments and
reducing diagnosis time of cardiac
conditions. The system enables our
UK Consultant Cardiology experts
to capture, transfer, analyse, report
and store diagnostic data securely
anywhere in the world.
NHS England launched the Regional
innovation Fund (RIF) of £5million in
November 2013, to support the
adoption of innovation and the
spread of best practice across the
NHS. Funding was allocated by
Primary Care (eg. GPs)
use MEO to CAPTURE and
TRANSFER raw diagnostic
data

Consultants
will use MEO to ANALYSE and
create the bespoke patient
CARE PLAN

Primary Care (eg. GPs)
will use MEO to securely
download or STORE finished
reports

NHS England in December, seeking
to deliver significant improvements
in quality and efficiency in the NHS
through innovation. MeoMed was
one of the successful RIF
applications.
MeoMed has now secured £150,000
from the NHS England Regional
Innovation Fund allowing them to
trial the MEO system at a number
of primary care centres to analyse
its efficiency and impact on patient
care.

• Appropriate patients can be
referred to cardiology speciality
earlier saving primary care costs
• Improve education and ECG
understanding for GP’s and
practice nurses
• Reduce patient journey miles
MEO was also awarded the first
ever Arrhythmia Alliance research
grant to demonstrate the benefits of
having experts guide the GPs in the
early stages of patient
management. ‘The MEO concept is
a great opportunity for the NHS to

"We are an ambitious company, and our aim with
MEO is to help improve efficiencies in the NHS, and
ultimately to enhance patient care,"
said Dr Neil Hobson, Director at MeoMed.
This is funding a trial of MeoMed in
4 GP practises across the UK
recruiting approximately 400
patients. The study started in July
2014 in Brent and with further
enrolment in the North West of
England to take place before the
end of 2014. The results will be
available in mid-2015.
The benefits of the system:
• Reduce referrals to Cardiology
Departments due to earlier expert
support
• Increase numbers of patients
treated in Primary Care by GPs
• Improve the quality of Primary
Care diagnostics

summer/autumn 2014

improve patient care whilst reducing
diagnostic costs. The quality of ECG
interpretation is variable at best
across the UK, and having a
specialist ‘electrical’ Cardiologist on
tap to report the data and create a
Care Plan is the Gold Standard for
our patients. The aspiration we have
for the MEO project is reflected in
this being our first ever research
award.’ said Trudie Lobban, Trustee
of Arrhythmia Alliance.
For more information on the
successful RIF applications,
please visit NHS England’s
Innovation web-portal
https://nhs_ihw_colab.induct.no
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News
Phagenyx is the first clinically proven treatment for
dysphagia post stroke
Developed by Professor Shaheen Hamdy at the University of Manchester it uses focused electrical
stimulation delivered via electrodes on a catheter located in the pharynx.
Dysphagia is the medical term for an
inability to swallow food or liquids in
a safe or controlled way. The main
consequence of lack of swallowing
control is that material may enter
into the airways and give rise to a life
threatening infection. Over 50% of
patients will present with clinically
significant dysphagia after a stroke
and as a result will have a six-fold
increased risk of aspiration
pneumonia by comparison with
stroke patients without dysphagia.
Many of these patients will recover
their swallowing to a greater or
lesser degree over time, but for
those that don’t, the long-term

outlook in terms of both life
expectancy and quality of life can be
poor. Every day with dysphagia is a
day at risk for these patients.
Phagenyx uses focused electrical
stimulation delivered via electrodes
on a catheter located in the pharynx.
This electrical stimulation targets
major nerve clusters in the oropharyngeal mucosa and the nerve
signals are directed from there to the
swallow control centres located in
the motor cortex. The resultant
increase in neural activity in these
centres drives a reorganisation
process whereby control of

swallowing is moved from the part of
the brain damaged by the stroke to a
complementary area on the other
side of the brain thus restoring
control.
Phagenyx was CE marked and
launched by Phagenesis Limited in
2012 and is currently being used in a
number of centres throughout
Europe. STEPS, a major multi-centre
study using Phagenyx will be
complete in 2014 to further confirm
that the treatment is safe and
effective in treating dysphagia after
stroke.

To find out more please visit www.phagenesis.com

Sure-footed Rehabilitation
MoRow (Motorised Rehabilitation of Walking) helps stroke survivors to stand up and begin walking with
natural biomechanical movements.
The use of robotic devices to assist
mobility is a growth area in early-stage
stroke rehabilitation. Although some
devices help with walking, none really
tackle the first challenge – standing up
and sitting down.
The MoRow device drives the hips to
ensure a proper gait, based on
laboratory studies of healthy walking. It
features the latest in aerospace
engineering, carbon fibre technology
and motor control to promote
movements that are as close as
possible to a natural walking gait
The patient is safely secured in a
lightweight harness and there is a builtin computer and keypad for inputting
instructions and recording data. Once
plugged in to the mains, the actuators
will manoeuvre a patient to stand up
with the correct weight transfer and

movement rather than simply pulling
them up as hoists do. Stride length and
speed of walking can be set by a
physiotherapist at first and then the
machine does all the work. When a
patient attempts to walk themselves,
MoRow will sense this and assistance
will reduce while still guiding them
towards a healthy gait. MoRow could
be available in 2015 for use in clinics,
gyms and homes, with patients using it
independently following initial training.
The project has been delivered by
MoRow Ltd in conjunction with
Professor Sarah Tyson of the
University of Manchester, Jonathan
Butters of Liverpool-based Butters
Innovation and Chris Woodcock of
Lancashire-based Aerospace
Engineers PDS (CNC) Engineering.
Funding has been provided by the
North West fund for Biomedical, the

To find out more please visit www.butters-innovation.co.uk

10

innov-age magazine

issue six

summer/autumn 2014

Technology Strategy Board and the
National Institute for Health Research
i4i fund.

News
When Size Doesn’t Matter
Focus on Stroke Research at the Countess of Chester Hospital NHS Foundation Trust.
In the past 12 months the Stroke Research team lead by
Dr Kausik Chatterjee, Lead Consultant for Stroke Services,
have played a crucial role in raising patient and public
awareness of stroke research. Last year, the Countess of
Chester NHS Foundation Trust was selected by the National
Institute of Health Research (NIHR) to be the first trust
nationally to undertake a Research Engagement project
alongside an ‘It’s OK to Ask’ campaign; both campaigns were a
huge success and very well attended.
In 2007 the Stroke Research Team at the Countess of Chester
Hospital consisted of a Stroke Consultant, a part-time
Research nurse and two research studies. Since that time the
team has gone from strength to strength and so have their
studies.

Their current portfolio consists of 8 studies including two commercial studies with a
three further studies in the pipeline.
Chester Stroke Research Team Study Success:
2010 - The highest recruiting site within the Northwest.
2013 - Stroke Oxygen Study. Third highest recruitment site within the
Northwest.
2013 - Second highest recruitment site within the UK for the CLOTS-3
trial. One hundred and five hospitals participated in the study.
2014 - The highest UK recruiting site for the Gloria-AF study.
Inspired by its success, Chester stroke team has submitted its first Research for
Patient Benefit (RfPB) grant application in May 2014 called THEMES. This project is
designed to use innovative technology to monitors stroke survivors remotely and will
assess different aspects of remote monitoring. This project was fully supported by
the Research Design Service North-West and the local patient’s group.

To find out more please visit www.coch.nhs.uk

Upcoming Events…
Driving Forward Stroke Rehabilitation 09 October 2014
This one day event in Manchester will offer interactive sessions, enhanced networking opportunities and unrivalled
insight into innovative stroke rehabilitation services. Share evidence based working through programme sessions and
workshops designed to help identify new ways of working and learn about innovation in operational delivery for stroke
rehabilitation services. www.nursing-events.co.uk/

Care Show Birmingham 4th November – 5th November 2014
This event in London, designed to provide education, products and services to any organisation responsible for the
care of older people, is an opportunity to see product demonstrations and source new products from over 180
suppliers. There will be seminars, training and advice, and networking opportunities with peers to stay up to date with
any changes in the sector. www.careshow.co.uk
Care England 2014 Conference & Exhibition 13th November 2014
This is the first annual conference under the Care England banner and focuses on the theme 'Better Together. The Road
to Integrated Care'. This conference in London will be of interest to all residential and domiciliary care providers,
especially owners, directors and senior managers who look after older people and those with dementia, learning
disabilities and long term conditions. www.careengland.org.uk/care-england-2014-conference-exhibition
UK Stroke Forum (UKSF) Conference 2nd December – 4th December 2014
The UK Stroke Forum Conference is the largest multidisciplinary stroke event in the UK, attracting over 1300 delegates
from across the stroke care pathway. This event will take place in Harrogate and is a great opportunity to hear about
stroke research developments and examples of best practice.with dementia. www.ukstrokeforum.org
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Human Dignity and
Nurse Education
Dr Leah Macaden is a lecturer on the MSc in Health and Wellbeing of the Older Person Programme at the School of
Nursing, Midwifery & Health, University of Stirling. Leah’s expertise in nursing education spans India and the UK. Her
research interests are around risk and comorbidities in older people, diabetes and dementia.
Dr Richard G Kyle is currently leading an evaluation of a pilot pre-nursing scholarship programme focused on the care of
older adults that is designed to aid recruitment and retention of nurses in remote and rural areas. His research interests are
around pedagogical innovation in the pre-registration nursing curriculum.
Elaine Webster is a Lecturer and Director of the Centre for the Study of Human Rights Law. Elaine teaches on a number of
courses in the fields of public law and human rights in the UK and European context. Her research interests lie in the field of
European and international human rights law, supra-national judicial interpretation of human rights and non-judicial
interpretation at a national level.
Dr Sarah-Anne Munoz is a health geographer and interested in the relationships between health and place. Her work
involves the use of participatory, creative processes that actively involve local communities, service users and health care
professionals in the research process.
What happens when you bring together experts in nurse
education, human rights law and participatory research and
how might this curious collaboration improve the care of older
adults? Forged in the Scottish Crucible – a leadership and
development programme for future research leaders – an
ongoing project involving researchers from three Scottish
universities is answering this question.
The project – Human Dignity Narratives and Nurse
Education – examines how education around human dignity
can be effectively incorporated in the nursing curriculum and
specifically focuses on the care of older adults in the context
of co-produced models of care. The team are working with
around 300 student nurses at the University of Stirling’s
Highland Campus in Inverness. They are exploring their
understanding of human dignity to develop educational
resources and pedagogical strategies to enhance the nursing
curriculum through greater engagement with narratives that
can illustrate the concept and practice of dignified care for
older adults.
It is a timely endeavour for three important reasons. First,
recent reports, such as the Francis Inquiry identified serious
shortcomings in care at Mid-Staffordshire NHS Trust. Failures
to deliver dignified care has triggered formal government
proposals to address perceived deficits in compassion among
nurses, as well as reflection by the educators tasked with
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nurturing such qualities (Darbyshire and McKenna, 2013).
The emerging consensus is a recognition that nurse
education can and should take steps to better understand
and support the development of core nursing values, such
as dignity, within the undergraduate nursing curriculum
(Commission on Dignity in Care for Older People, 2012).
Second, the concept of human dignity has gained increased
prominence in initiatives related to the provision of care for
older adults. Dignity is fundamental within international
human rights frameworks and despite being a concept that
is difficult to define, its violation is intuitively understood
(Kaufmann, Kuch, Neuhäuser and Webster, 2011). The
Scottish Human Rights Commission’s ‘Dignity in Care’
programme (2008-2012) takes this one stage further and
engages stakeholders in the care sector, to understand the
care/ provision relationship.
Finally, the context in which care professionals are being
asked to deliver care is changing. There has been a shift
from a paternalist to a collaborative, or co-produced model,
in which professionals, patients and families form more
reciprocal relationships (Loeffler et. al., 2013; Munoz,
2013). It is nurses who are often at the centre of these
relationships, charged with ensuring a dignified experience
for all involved in the delivery of care.

Research
These three factors raise a number of questions. Foremost to
this project is whether the shifting landscape of health care
delivery, with its increased emphasis on participation and
empowerment, impacts upon understandings of dignified care
and if so what are the care demands?

Dr. Leah Macaden BSc (N), MSc (N), PhD
Lecturer
School of Nursing, Midwifery and Health, University of Stirling

Dr. Richard Kyle
Human Dignity Narratives and Nurse Education
therefore has three core aims:
• To understand student nurses’ conceptualisations of dignity
and identify current gaps in knowledge and practice around
dignity and dignified care;
• To explore the effectiveness of innovative educational
interventions to encourage students to think through dignity
in theory and practice;
• To involve students in the design of an educational resource
to promote greater understanding of dignity within nursing
education and practice that is tailored to the context of coproduced services in the care of older adults.
Purposefully interdisciplinary in its approach, the project team
brings together expertise in nursing education, academic
debate, international law, expertise in human rights education
and design and delivery of participatory research. The project
has a mixed-methods design involving an initial online
questionnaire capturing current student nurses’ perceptions
of dignity, followed by a series of workshops.
The project starts by exploring: how do nursing students
understand human dignity and what are the implications for
their future practice? It aims to understand, not only student
perceptions of dignity, but also how these perceptions might
be shaped across the pre-registration nursing programme,
including the impact of practice placements. Narratives
providing exemplars of dignity issues then encourage research
participants to conceptually engage with the idea of human
dignity. The concept of dignity is often accepted in a fairly
superficial way, perhaps because it is often perceived to be
indeterminate. This project trials a different approach by
importing insights from a rich body of legal and human rightsrelated resources which record lived experiences of dignity
violation and promotion. The final series of workshops
engages the students themselves in designing educational
resources.
Funded by the Scottish Crucible Interdisciplinary Project
Fund, the project commenced in October 2013 and will run to
December 2014. A future article in Innov-age will share our
findings.

Lecturer
School of Nursing, Midwifery and Health, University of Stirling

Dr. Elaine Webster LLB Hons, MA, MA, PhD
Lecturer
School of Law, University of Strathclyde

Dr. Sarah-Anne Munoz
Senior Research Fellow in Rural Health
University of the Highlands and Islands

For further information about the project please
contact:
Dr Leah Macaden, Lecturer,
School of Nursing, Midwifery and Health,
University of Stirling (Highland Campus) at
leah.macaden@stir.ac.uk
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PRACTISE
Promoting Recovery of the Arm:
Clinical Tools for Intensive Stroke Exercise
Dr Louise Connell is a physiotherapist and a National Institute for Health Research (NIHR) Career Development Fellow at
the University of Central Lancashire, Preston. Her current research focuses specifically on implementation research for arm
problems after stroke.
Naoimh McMahon works as the research physiotherapist on the PRACTISE Project. In 2011, she completed a postgraduate
degree in Health Promotion from the National University of Ireland, Galway, and worked clinically as a physiotherapist
before joining the stroke research team at the Clinical Practice Research Unit at the University of Central Lancashire.
Stroke is a leading cause of long
term disability. After a stroke,
around 60% of people will regain the
ability to walk, but around 75% will
not be able to use their affected arm
and hand. It is known that stroke
survivors need to practice hundreds
of repetitions of meaningful and
challenging exercises to improve
their arm function after a stroke.
Currently however, stroke survivors
do not have enough opportunities to
practice arm exercises, as the
activities most often undertaken in
the rehabilitation unit are walking,
sitting and standing.
To maximise recovery after stroke,
novel methods are needed to
increase the amount of arm exercise
carried out in stroke rehabilitation
units. The Graded Repetitive Arm
Supplementary Program (GRASP)
is a self-administered arm and hand
exercise programme which has been
shown to be effective in a
randomised controlled trial (RCT)
(Harris et al., 2009). GRASP
consists of three levels which are
designed to increase the amount of
arm exercise that stroke survivors
complete during rehabilitation by
practicing outside of their formal
therapy time with the assistance of
a family member or carer where
possible. The purpose of GRASP is
not to replace existing therapy
services, but to augment current
therapy adding opportunities for
more practice.
Unlike other existing arm
interventions which have been
shown to improve recovery after
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stroke (e.g. Constraint
Induced Movement Therapy
(CIMT)), GRASP has had an
unusually rapid uptake into
clinical practice. The
PRACTISE Project, which is
led by Dr Louise Connell, has
been funded, through an NIHR
Career Development
Fellowship. The overall aim of
the project is to develop a
feasible and structured arm
exercise program for use in
NHS stroke rehabilitation units
using GRASP as a starting
point because of its success to
date. The PRACTISE project
will run from January 2013 to
January 2016 and has three
phases, the first two of which
are reported in this article.
Phase 1:
Exploring current UK
practice
Connell et al (2014a&b)
carried out an online survey to
explore the current practices
of UK physiotherapists and
occupational therapists in
prescribing arm exercises to
people after stroke.
It was found that:
• Although therapists
reported prescribing arm
exercises to people after
stroke, they were often of low
intensity (e.g. range of motion
or stretching exercises), rather
than repetitive task-oriented
exercises

summer/autumn 2014

• Therapists in inpatient settings,
such as acute wards or stroke
rehabilitation units, relied on
community teams to progress the
prescribed exercises as they
struggled with resource
limitations to review exercises
prior to the stroke survivor being
discharged

Dr Louise Connell BSc, PhD, MCSP

Naoimh McMahon, BSc, MA

NIHR Career Development Fellow

Research Physiotherapist

Clinical Practice Research Unit,
University of Central Lancashire

Clinical Practice Research Unit,
University of Central Lancashire

Anecdotally it was found that
GRASP is used in twenty countries
worldwide. To explore the uptake of
GRASP in the UK, this online survey
also asked therapists about their
familiarity with GRASP and
experience of using the programme.
It was found that:
• Over 40% of respondents were
familiar with GRASP and a further
22% had experience of using
GRASP in practice.
This finding provided further
impetus to explore the
characteristics of GRASP that made
it amenable to being implemented in
routine practice so quickly after the
RCT demonstrated effectiveness.
Phase 2:
Lessons learnt from
implementation of GRASP
To explore the implementation of
GRASP in practice, twenty
interviews were conducted with
physiotherapists, occupational
therapists and rehabilitation
assistants that were involved in
implementing GRASP at their work
setting or had experience of using
GRASP in practice (Connell et al
2014c).
It was found that:
• Therapists most often found out
about GRASP through a colleague
or friend

• Therapists had positive views
about GRASP, particularly the
presentation of the manuals, but
there were some concerns that
unsupervised exercises would be
of poor quality
• At each of the sites, one individual
took the lead on implementing
GRASP and this was often a
practice leader or senior
therapist
• The cost of printing a GRASP
manual (associated with each
level of training) and the
challenge of organising the
GRASP equipment were the
biggest barriers to
implementation
• Therapists were often only able to
describe how they implement
GRASP in practice and were
unable to describe if or how their
colleagues used GRASP.
A surprising finding of this research,
which has shaped the future of the
PRACTISE project, was the extent
to which GRASP has been adapted
when implemented in routine
practice. For example:
• The full manual would not be
provided to the patients, but
instead a selection of exercises
from the manual would be
prescribed
• Therapists would rely on verbal
feedback to monitor completed
exercises as opposed to a written
diary

• Therapists would advise stroke
survivors to complete as much
exercise as they could tolerate as
opposed to the recommended 60
minutes
This is a long standing issue with
the translation of research evidence
into clinical practice. Often
interventions tested within clinical
trials have been designed
specifically for the trial, and in many
cases were implemented by
members of the research team.
When these interventions are then
used in clinical practice it is not
always possible, or arguably
necessary to use them in the exact
way that they were used in the trial.
This has led to much discussion
about defining the “active
ingredients” of complex
interventions, in other words
explicitly outlining what it is about
the intervention that makes it
effective. If the active ingredients of
interventions can be communicated
to end users, it would be clear which
components of the intervention can
be adapted to suit the local context,
and more importantly which
components cannot be adapted.
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Cochrane Corner
The Cochrane Collaboration is an international network of
more than 28,000 dedicated people from over 100 countries.
They work together to help healthcare providers, policymakers, patients, their advocates and carers, and the general
public make well-informed decisions about health care, by
preparing, updating, and promoting the accessibility of
Cochrane Reviews.

Cochrane Reviews are
internationally recognised as the
highest standard in evidence-based
health care. This article summarises
a selection of Cochrane Reviews
assessing stroke.
People who have a stroke often
have reduced leg, arm and speech
function that creates difficulty
walking, performing personal
activities of daily living and
communication. Rehabilitation for
people following stroke often
involves a number of professions
such as physiotherapy, occupational
therapy and speech and language
therapy. Sometimes therapy is
targeted at certain problems and
therapy also happens in hospital
and home settings.
Occupational therapy aims to
help people reach their maximum
level of function and independence
in all aspects of daily living. Nine
studies involving almost 1300
people showed that they were more
independent in personal activities of
daily living (feeding, dressing,
bathing, toileting and moving about)
and more likely to maintain these
abilities if they received treatment
from an occupational therapist.
However there isn’t enough
evidence on the benefits of
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occupational therapy for people
with cognitive problems or for
people living in care homes.
Lower limb function: Two-thirds
of people have difficulty walking
immediately after suffering a
stroke, and six months later over
30% still cannot walk without
assistance. A form of therapy called
targeted over ground walking
training involves a physiotherapist
observing and correcting the
person's walking pattern, along with
related exercises (it does not
include use of high-technology
aids). There is evidence from 9
studies involving almost 500 people
to suggest small and short-term
benefits in terms of walking speed,
distance able to walk, getting out of
a chair, turning around and sitting
back down.
• Water-based exercises are
sometimes used as part of a
rehabilitation programme but
there is not enough evidence to
decide whether they might help
to reduce disability after stroke.
• Circuit exercise classes have
been shown to be more effective
in improving people’s ability to
walk further, longer or faster and
to balance more easily and
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confidently when compared to
other types of exercise. Also,
people participating in classes
went home from inpatient
rehabilitation earlier than
comparison groups. Importantly
there were no increased risks of
falling related to participation in
the circuit classes.
• Mirror therapy is a
rehabilitation therapy in which a
mirror is placed between the
arms or legs so that the image of
the non-affected limb gives the
illusion of normal movement in
the affected limb. Mirror therapy
improved movement of the
affected limb and the ability to
carry out daily activities and for
those with a complex regional
pain syndrome it reduced pain.
The beneficial effects on
movement were generally
maintained for six months.
Upper limb function: More than
two-thirds of all people who have a
stroke have difficulties with reduced
arm function such as reaching,
grasping, and manipulating an
object difficult. In turn, this causes
many difficulties in activities of daily
life, such as bathing, dressing,
eating, and toileting.

Tracey Howe
Professor of Rehabilitation Sciences at Glasgow
Caledonian University, Editor for the Cochrane
Musculoskeletal Review Group and Convenor for
the Cochrane Health Care of Older People

• Electromechanical and
robot-assisted arm training
uses specialised machines to
assist rehabilitation in supporting
shoulder, elbow or hand
movements. Based on the results
from 19 studies involving almost
700 people electromechanical
and robot-assisted arm training
can improve arm function and
activities of daily living in people
after stroke but did not improve
muscle strength of the arm.
• Stretching, passive
exercises and mobilization
for the upper limb has limited
evidence for effectiveness and
home-based targeted upper
limb programmes are as
effective as usual care in
improving performance in
activities of daily living and
functional movement of the upper
limb.
• Constraint-induced
movement therapy (CIMT) is a
type of rehabilitation therapy in

which the patient is ‘forced’ to
use the paralyzed arm as the
normal arm and hand are
prevented from moving with a
glove and a special armrest. The
results of 19 studies involving
over 600 people showed that
CIMT improved people’s ability to
manage activities of daily living,
but there was no evidence that
this improvement was maintained
over the next six months.
People receiving therapy
services at home following a
recent stroke were more
independent in personal activities of
daily living and more likely to
maintain these abilities. This was
based on the results of 14 studies,
involving over 1600 people.
However the amount of benefit that
can be achieved is uncertain.
Rehabilitation provided more
than one year after a stroke in
five studies including almost 500
people showed a tendency towards
improved recovery.

Speech and language therapists
are involved in the assessment,
diagnosis and treatment of
language problems following stroke
(aphasia) at all stages of recovery,
and work closely with the person
with aphasia and their carers. About
one-third of all people who
experience stroke develop aphasia,
which can affect one or more areas
of communication (speaking,
understanding spoken words,
reading and writing). There is no
universally accepted treatment that
can be applied to every person with
aphasia. However, the results of 39
studies involving 2500 people
suggest there may be a benefit
from speech and language therapy.
It is clear from research that there
is a need for further research to
understand the best forms of
therapy input (for example, what
should be provided, when it should
be provided, how often and for how
long) before we can plan how to
best use it in rehabilitation.
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Kingston and St George’s University of London.

Supporting self-management
post stroke
Fiona Jones is Professor of Rehabilitation Research at Kingston and St George’s University of London. She has worked in
stroke and neuro rehabilitation for many years and has a specific interest in supporting self-management. She enjoys
working with people who have experienced a stroke and using their ideas to inform her self-management programme,
‘Bridges’, which has now trained more than 70 rehabilitation teams in the UK and New Zealand.
Stroke is a complex condition which can
result in many seen and unseen
disabilities, some of which are long
lasting. In the UK the incidence of first
stroke is declining as the organisation
and delivery of acute care improves, but
the number of people living with stroke
remains high, with estimates around
900,000, 25% of whom are of working
age (Saeki, Ogata et al., 1995; Kunst,
Amir et al., 2011).
Societal costs of stroke are immense and
have been estimated at £8.9 billion per
year with direct care accounting for
approximately 50% of the total, informal
care costs 27% and indirect costs from
loss of productivity at 24% (Saka,
Mcguire et al., 2009). Rehabilitation
which starts early and is delivered at
sufficient intensity can have a positive
effect on functional outcome, but reports
suggest patients rarely receive enough
therapy, particularly after the period of
acute care is completed (Langhorne,
Bernhardt et al., 2011). Many stroke
survivors will not gain access to
rehabilitation beyond 6 months post
stroke, and a change in models of care
from therapy ‘being delivered’ towards
ways to promote self-practice and selfmanagement are now being considered.
Programmes which support selfmanagement have traditionally been
associated with long term conditions
such as diabetes, asthma and arthritis
but they could have relevance and
applicability for patients living with
stroke. Finding ways to support selfmanagement post stroke has been
promoted in national guidelines, but no
particular method or type of programme
has been advocated (Royal College of
Physicians Intercollegiate Stroke Working
Party, 2012). The first systematic review
of stroke self-management programmes
shows the diversity of content and
methods of delivery, including
individualised group based programmes,
facilitated by professionals or lay people
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or a combination of both (Lennon,
McKenna et al., 2013). Evidence included
in the review does not show superiority
of one type of programme over another
and research is at an early stage with no
definitive phase III trials as yet. However
evidence on stroke self-management
aligns with reviews on self-management
programmes for other long term
conditions, in that they can impact on
clinical outcomes and healthcare
utilisation and the most common and
effective programmes are based on
behaviour change theories such as the
social cognition theory (De Silver, 2011).
These programmes are often aimed at
changing self-efficacy and support
patients to feel more confident in using
strategies such as problem-solving, goal
setting, taking action and optimising
resources in order to manage everyday
life with their long term condition.
It could be argued that the ways in which
rehabilitation is provided in an acute
stroke setting and post hospitalisation
may inadvertently foster a reliance on
professional expertise, and research
shows the content and type of goals set
during rehabilitation are often decided by
the therapist (Levack, Dean et al., 2011).
If that is the case this may not provide
the ideal conditions for patients to
develop confidence in their own ability to
self-manage once therapy is completed.
Self-management support and shared
decision making may be an integral part

of health policy but may require an
ideological shift for rehabilitation teams.
Indeed, Kennedy et al., (2007) have
highlighted the necessity of considering a
whole systems approach to selfmanagement, one which considers the
individual needs of each patient, the skills
required by professionals to support selfmanagement and the organisational
processes which support the programme,
such as assessment and goal setting
methods.
Currently evidence seems to be pointing
in the direction of self-management post
stroke which includes both group and
individualised programmes. One
programme ‘Bridges stroke selfmanagement’ is an individualised
programme based on self-efficacy
principles. Healthcare practitioners are
trained to develop the skills required to
support shared decision making and selfmanagement using a patient held
workbook (McKenna et al., 2013).
‘Bridges’ has been shown to be feasible to
deliver both as an add-on to rehabilitation
and as part of an integrated programme of
rehabilitation with no extra time needed
(McKenna, Jones et al., 2013).
Further research is required but it seems
supporting self-management post stroke is
no longer simply a consideration just prior
to discharge from rehabilitation, but the
real challenge is to make self-management
an integral part of all stroke care.

For more information about Bridges self-management see www.bridges-stroke.org.uk
De Silva, D., (2011) Helping people help themselves: A review of the evidence considering whether it is worthwhile to support selfmanagement, London, The Health Foundation.
Kennedy, A., Rogers, A., and Bower, P., (2007) Support for self-care for patients with chronic disease, British Medical Journal, 335,
7627, 968-970.
Kunst, A., Amiri, M., Janssen, F., (2011) The Decline in Stroke Mortality: Exploration of Future Trends in 7 Western European Countries,
Stroke, [Online] [Accessed 04.07.14] http://www.ncbi.nlm.nih.gov/pubmed/21700943
Lennon, S., Mckenna, S., Jones, F., (2013) Self-management programmes for people post stroke: A systematic review, Clinical
Rehabilitation, Early online 29 March
Levack, W., Dean, S.G., Siegert, R.J., McPherson, K., (2011) Navigating patient-centred goal setting in inpatient stroke rehabilitation:
How clinicians control the process to meet perceived professional responsibilities, Patient Education and Counselling, 85, 2, 206-13.
McKenna, S., Jones, F., Glenfield, P., and Lennon, S., (2013) Bridges self-management programme for people with stroke in the
community: feasibility randomised controlled trial, International Journal of Stroke ñ [Impact factor 2.382] Nov 21. doi: 10.1111/ijs.12195
Royal College of Physicians Intercollegiate Working Party for Stroke (2012) National Clinical Guidelines for Stroke (Fourth Edition),
London. [Online] [Accessed 11.01.14] http://www.rcplondon.ac.uk/sites/default/files/national-clinical-guidelines-for-stroke-fourthedition.pdf
Saeki, S., Ogata, H., et al., (1995) Return to work after stroke: a follow-up study, Stroke, 26, 3, 399-401.
Saka, O., Mcguire, A., Wolfe, C., (2009) Cost of stroke in the United Kingdom, Age and Ageing, 38, 27-32.

summer/autumn 2014

Spotlight on...

Prof Caroline Watkins
ask the expert…
What is your current position
and what was your career
path that took you there?

What changes in elderly care
do you anticipate in the next
few years?

Professor of Stroke and Older People’s
Care; Leading CPRU; Director of
Lancashire Clinical Trials Unit; and
Director of Research for School of
Health. My nurse training and early work
in NHS General Medical and ICU,
residential social work, infection control
in NHS, and then part time research
assistant whilst doing Psychology degree
– started in Alzheimer’s disease and
older people’s rehabilitation research,
and then finally stroke research and
progressed on from there.

There will be mechanisms for ensuring
that there are adequate numbers of
staff. That commissioners and providers
will ensure that staff have the right
education and training, and so the right
knowledge and skills for their role.

What challenges do you face in
your current position and which
has been the greatest one?
I like to identify good researchers,
support them in achieving their career
and job roles, encourage them to
develop themselves and to hopefully
maintain their motivation to, and ensure
sufficient funding for engaging their
continued contribution to the team. The
biggest challenge is making the timing of
an achievement of gaining funding match
with the requirements of staffing and
individual career trajectories. This a core
activity of all researchers, and has to run
alongside having programmatic research
that is clinically relevant, in keeping with
patient and carer wishes, and is of sound
methodological quality.

In your opinion, what are the top
3 issues affecting the care of
older people?
• Recognition of stroke and vascular risk,
and of stroke symptoms
• Ensuring in hospital quality care:
including delivery of hydration and
nutrition, early rehabilitation and
promotion of continence
• Preventing and treating psychological
adjustment problems

If you hadn't become a leading
stroke researcher and trialist:
I would have been working in Marks and
Spencer in personnel management –
working with and supporting people in
delivering their role and in developing
themselves has always been a passion. I
was offered an M&S job after university,
but continued in stroke research instead.

What experience has influenced
your career the most?
Working on wards where care was poor,
and staff were poorly motivated to
improve care. I decided that it wasn’t
enough to work hard yourself. I knew I
needed to be in a position to influence the
quality of care. This could be achieved
locally by taking on a managerial role, but
I decided ultimately that doing clinically
relevant research was the best way for
me to address this agenda.

What advice would you give to
someone contemplating following
in your footsteps?
Value the people you come across,
recognise that not everyone is perfect
and that most people have some
attribute or skills that can contribute to a
team, and to understand that alone we
achieve nothing. Together is better!
Patience is a virtue.

who I go to exactly depends of what the
issue is and who I think could, and would
be willing to spend time discussing it
with me.

Who would you most like to work
with?
I would really like to work more closely
with Professor Marion Walker from the
University of Nottingham. She is a great
researcher and colleague, a wonderful
diplomat and friend, a great cyclist, and
is truly an inspiration to us all.

What do you enjoy doing when
you are not working?
I enjoy spending time with my family and
friends, my lovely horse Spindle and dog
Fudge. I like to travel, but the travelling is
only as good as the people that you are
with – it is they who make it really special.
I am fortunate in having a whole host of
lovely people, and animals, in my life.

What do you do in a typical
working day?
Get in to work early and then have lots
and lots of meetings with individuals, and
groups, some of which I lead and some
which I attend. We discuss past, ongoing
and future research and development
opportunities, and how we can gain or
organise the resources to support the
work that we wish to deliver. At some
point I try and catch up with emails, say
hello to my numerous staff, and try to
make time for activities of daily living.
I try to extract myself to set off home to
get in before 7pm. I don’t always achieve
what I set out to. Fortunately my own
expectations of myself exceed those of
other people and so am seen to be
successful.

Where do you go for advice and
information?

If you were stranded on a
desert island what would be
your one luxury?

I am fortunate in having a whole host of
friends and colleagues who I can go to –

I would have my ipad to try to keep up
with my emails!
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In our next quarterly issue of Innov-age we
will be focusing on chronic pain. Chronic or
long-term pain that has lasted for three
months or more may be due to a painful
diagnosed condition such as arthritis or
diabetes, nerve pain, or an undiagnosed
conditions, such as long-term back pain. It is
a complicated, hard-to-treat problem, and
can severely affect a person’s quality of life.
The Innov-age team will be summarising the
research behind this subject, as well as
sharing their knowledge and experiences on
other important eldercare issues…

info@innov-age.org

Next issue

To subscribe for free
or comment on any of
our features please
email the team at
info@innov-age.org
and visit our website
www.innov-age.org
for more information.
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